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Objectives: A sense of trust is of great importance for professional professions. Failure to 
establish trust, especially in an industry where information asymmetry is too high, such as the health 
sector, also poses important problems for both employees and society. In this study, we aimed to 
identify variables that affect the distrust of the health system and trust in the physician. 
Material and Method: This study was carried out in the descriptive design. The study group 
consisted of 561 people living in different cities of Turkey and whose ages ranged from 18-70 
years. “Personal data form”, “ Medical mistrust scale”, “Physician trust scale” and “generalized 
trust inventory infrastructure scale” were used as data collection tools prepared by the researcher. 
As a data collection method, the test method performed in a computer environment was used. 
One-way analysis of variance from parametric test statistics and Pearson correlation analysis test 
statistics were used to compare data. P<0.050 and p<0.001 were determined for the significance 
level. 
Results: In our study, medical mistrust decreased as trust in the physician increased. As a 
person's level of self-trust increases, medical mistrust increases, and confidence in the physician 
also decrease. Dissatisfaction with the health service increases medical mistrust, while also 
reducing trust in the physician. Based on the preferred type of hospital, the level of medical 
mistrust of patients going to private hospitals is greater than the level of medical mistrust of 
patients going to public hospitals. 
Conclusion: This study reveals the importance of trust in the health sector and the factors that 
affect it. More detailed studies on practices that will increase confidence in the importance of 
this issue and measures that will reduce distrust will make a great contribution to this issue. 




The demand for and use of health systems show the strength of a health system. In the 
traditional context, strong health systems are defined by factors such as human resources capacity, 
financing, information systems, and governance, as well as their ability to provide adequate service 
coverage and quality of care (1). Equally important, however, in the demand and use of services is 
the trust in the health system by the population it is intended to serve. Trust is generally understood 
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as the expectation that one's word, promise, written communication, or someone else's actions can 
be trusted (2). Because the concept of trust is always vague and fuzzy, it is a difficult concept to define 
and research. Trust is an important component of social capital. Trust can further use community 
capabilities to support the collective value and health of the social structures of society (3). Trust 
plays an important role in the health system, where all stakeholders of the system are highly 
interrelated. Health services, as a part of the health system; It is a set of services provided by people, 
in which interactions between people, patients, physicians, nurses, pharmacists, insurers, suppliers, 
policymakers, and other stakeholders play an important role. As Gilson puts it, “trust is important 
for health systems because cooperation across the system is a necessary factor for health production” 
(4). Trust measures can be used by healthcare professionals, health program practitioners, and 
researchers to monitor and evaluate their trust in building a reliable health system that can lead people 
to better health outcomes. Trust has been associated with a number of key healthcare goals, ranging 
from access to care, health-related behavior, continuity and quality of care, to self-reporting health 
status. The first and foremost relationship between trust and healthcare is the relationship with better 
access and use of medical care (5). It is also highly correlated with physician satisfaction and loyalty 
(6). Trust increases the likelihood of patients recommending treatment to others and may affect the 
effectiveness and compliance of treatment among patients (7). The quality of the interaction, the 
degree of informing, the level of autonomy in decision making, continuity of care, and the level of 
participation in behavioral change are affected by the trust in the relationship between the patient 
and the service provider. Finally, there is some evidence that trust is indeed related to the health 
reported by patients (8) Trust is also important at the institutional level, as people's trust in hospitals, 
insurance companies, and health systems can affect service use and hence economic and political 
viability (5). Trust in medical practices and medical institutions influence attitudes and behaviors at 
many levels that have consequences for everything from national vaccination campaigns to physician-
patient relationships, care-seeking, information disclosure, treatment adherence, and even the placebo 
effect. Trust in a health system can also be influenced by professional norms and power dynamics 
among nurses, physicians, and other healthcare organizations, and can shape attitudes and practices 
towards patients (9). Trust also plays a critical role in public-private health partnerships (10), as it 
manages the problem of information asymmetry and reduces the transaction costs of large amounts 
of external monitoring (11). Having a reliable health system can contribute to the development of 
broader social value and social order (1). Patients' trust in healthcare professionals is at the center of 
clinical practice (12, 13). The 'Medical Council' in the UK states that patients should be able to trust 
physicians regarding their lives and health, and maintaining trust is a fundamental obligation for 
physicians (14). Similar obligations are part of the code of conduct for other health professionals 
such as nurses (15) or psychotherapists. Trust has long been recognized as an important element of 
the therapeutic relationship between patients and their physicians (14, 18). Trust is particularly 
important in the context of vulnerability, complex information, and uncertainty (19, 20). Security 
means more than a lack of trust. (20). Trust is a critical determinant of demand for services and plays 
an important role in user-provider interactions at the center of the healthcare system trust in 
healthcare providers has been associated with increased access to healthcare services, compliance 
with treatment, continuity of care, quality of care, and even self-reported health status (21, 22). On 
the other hand, weakened health systems cause mistrust (23). From a system perspective, it is 
important to gather trust at the community level or the trust of individuals (24). In healthcare, patients 
naturally rely on professionals for their clinical expertise and emotional support in healthcare 
decisions. In this context, it has been suggested that trust in healthcare professionals is essential for 
effective treatments (25, 26) and essential for patient-centered care (27). Besides such a deontological 
obligation of trust, theoretical models describe mechanisms for how a trust can affect health 
outcomes (28, 30, 32). Lack of trust in physicians is associated with decreased patient satisfaction and 
less compliance with treatment and examination recommendations (33, 36). In addition, low trust 
and distrust in the health system is associated with worse health status (37, 38). Therefore, maintaining 
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and developing trust is an important goal for the medical profession and health system. Trust has 
multiple dimensions in which loyalty and the principle of putting patients' interests above others are 
an important component (33). It has been demonstrated and conceptualized with the results of 
randomized controlled studies that trust in the healthcare provider with respect to the patient-
clinician relationship has a significant relationship (39). Therefore, the question is whether trust in 
the healthcare professional is also related to the health of patients. Empirical evidence for this 
question comes from a growing number of studies that report correlations between trust measures 
and patients' health outcomes. In different studies, health outcomes cover different dimensions such 
as some objectively measured indicators (eg CD4 cell counts) (40), clinical observations (eg clinical 
diagnoses) (41), and patients' subjective self-ratings (eg patient satisfaction) (42). The relationship 
between trust and health outcomes was found to be different in individual studies. For example, in a 
sample of a patient with diabetes, trust in the healthcare professional has been found to be positively 
associated with objective and subjective health outcomes (glycemic control, health-related quality of 
life, and patient satisfaction) (32). In another study, on the contrary, a significant relationship was not 
found between trust in healthcare professionals and subjective outcomes (blood pressure control) in 
patients with hypertension (43). In the absence of a systematic and comprehensive summary of 
available evidence, the change in observed health outcomes and disease complications complicates 
the conclusions on the relationship between trust and health. Empirical verification of the presumed 
relationship between trust and health outcomes will strengthen the hitherto ethically derived claims 
for reliable and patient-centered relationships in clinical settings (13, 44, 45). Only in the last few 
decades researchers have begun measuring and analyzing trust in the healthcare system. So far, studies 
examining the credibility of the physician in Turkey, even though confidence in the health service 
and by analyzing physician confidence in it there is no work. This article attempts to fill this gap by 
asking the following research questions: 
1-At what level is the trust of the society in the health system? 
2-At what level is the trust of the society in physicians? 
3-What are the hidden variables affecting the trust in the physician? 
Finding answers to the above questions will guide us to estimate the overall relationship 
between trust and health outcomes. 
 
2. Material and Method 
2.1 Type of the Study 
This study was carried out in descriptive design. 
 
2.2. Sample Group 
The sample group of the study consisted of a total of 561 people including 217 male and 
344 female, who were aged between 18 and 70 years, who were living in different cities in Turkey, 
and who agreed to participate in the study.  
 
2.3. Data Collection Tools 
In the study, “Personal Information Form” and medical mistrust scale (MMS), physician 
trust scale (PTS) and generalized trust inventory infrastructure scale (GTIS) were used as data 
collection tools. 
        2.3.1. Socio-Demographic Information Form 
In order to collect socio-demographic information about the participants, the variables 
prepared by the researcher were questioned under 3 different headings. Participants ' gender, marital 
status, age, occupation, educational status, income status, type of institution referred, type of Social 
Security, individual health status and history of chronic disease are shown in Table 1. In Table 2, 
participants ' health services benefit characteristics; whether the situation is regularly navigated the 
medical staff and the physician, seeing the respect and attention from the physician, the physician 
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enough time to the allocation status of the patient, the physician involving patients in decisions about 
treatment status, service satisfaction, health status, although in the last 1 years have had health 
problems, health services deferral status, and the printing condition prescribed in the last 1 year has 
been questioned whether it is Physician's preference. Physical damage or abuse they are experiencing 
in delivering health services with the situation they observed any damage of the damage type from 
physical damage or abuse, which is a professional group of employees who, when exposed to physical 
damage or abuse, physical damage or abuse, don't disturb the people in the situation and, therefore, 
their state variables are shown in Table 3 for employees to complain. 
        2.3.2. Medical Mistrust Scale (MMS) 
MMS is a 4-point Likert-type scale consisting of 17 items, ranging from “I agree a lot”, “I 
agree”, “I disagree” and “I disagree at all”, which measures trust in health institutions. MMS was 
adapted to Turkish by Sengul and Bulut over 263 people, reliability and validity analyses were 
performed (47).  In the studies of Sengul and Bulut, they determined a 2-factor structure consisting 
of 8 substances in total. The MMS total score was found to be 0.82 of Cronbach's alpha value. 
       2.3.3. Physician Trust Scale (PTS) 
The physician trust scale is a Likert-type scale of 5, consisting of 11 items ranging from “I 
agree very much”, “I agree”, “I disagree”, “I disagree” and “I disagree at all”, which measures the 
physician's interest in the patient's medical needs. Reliability and validity analyses were made by PTS 
Sengul and Bulut, adapted to Turkish by 263 people (47).  In the studies of Sengul and Bulut, they 
determined a single-factor structure in which all 7 substances are covered. The total score of the PTS 
Cronbach alpha value was found to be 0.88. 
    2.3.4 Generalized trust inventory infrastructure scale (GTIS) 
GTIS “for me it is very true or very much agree”, “agree or right for me”, “for me, 
sometimes true, or I'm indecisive”, “disagree or wrong for me” and “very wrong to me, or completely 
disagree” ranging from consists of 20 items, and the mistrust of the individual measure 5-point Likert-
type scale. GTIS was adapted to Turkish by Sengul and Bulut over 263 people and reliability and 
validity analyses were performed (47). In the studies of Sengul and Bulut, they determined a 3-factor 
structure consisting of 11 substances in total. The total score of the GTIS was found to be Cronbach 
alpha value 0.74. 
 
2.4. Data Collection Method 
The test method conducted in computer environment applied to 561 participants, who 
agreed to participate in the research with their own consent, was used as the data collection method 
in the study. According to the results of a meta-analysis carried out in Turkey, there was no statistically 
significant difference between the paper and pencil form the student performances shown in the tests 
applied in a computer environment (48).  The form of the scale applied to the participants in the 
study was sent to the participants in computer environment. After the sufficient sample size was 
reached in the study, the application was terminated.  
 
2.5. Ethical Direction of the Research 
In the study, decision of the ethics committee was taken for the non-interventional practices 
from the ethics committee of Sabahattin Zaim University (Dated 2020 with no. 06).  
 
2.6. Data Analysis 
Data analysis was performed by using SPSS (Statistical Package for Social Sciences) for 
Windows 24 program. According to the answers of a total of 561 participants, who accepted to 
participate in the research and were living at different cities in Turkey, the distribution of the 
questions in the personal information form was determined by the frequency analysis and descriptive 
statistics were conducted. 
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In the study, parametric test statistics were used to compare the data. One-way variance 
analysis and pearson correlation analysis test statistics were used to compare the total score averages 
obtained from the scale. P<0.050 and p<0.001 were determined for the significance level. 
 
3. Results 
Table 1 shows socio-demographic characteristics of the participants. The average age was 
37.8 ± 12.1 (min= 18; max= 70) and the genders of the participants were male with 61.3% female 
and 38.7% male.  
It was determined that the education level of the participants was undergraduate at 55.4%, 
their marital status was married at 60.8%, and the highest rate of income was 2001-4000 TL with 
28.5%. 57% of the participants prefer the state hospital, their social security is SSI (Social Security 
Institution) with 86.6%, they are civil servants with 24.4%, they are in good health with 74%, they 
have a history of chronic disease with 25.7%. 
 
Table 1. Socio-demographic characteristics of the participants (n=561) 
Age: Mean=37.8±12.1    
Variables Groups n % 
Gender 
Female 344 61.3 
Male 217 38.7 
Marital status 
The married 341 60.8 
Single 220 39.2 
Education status 
Primary education 38 6.8 
High school 82 14.6 
License 311 55.4 
Graduate 130 23.2 
Income status 
1000 TRY and below 47 8.4 
1001-2000 TRY 123 21.9 
2001-4000 TRY 160 28.5 
4001-6000 TRY 148 26.4 
6001-8000 TRY 59 10.5 
8001-10000 TRY 24 4.3 
Referenced types of 
institutions 
State hospital (1) 320 57.0 
Private hospital (2) 173 30.8 
University hospital (3) 54 9.6 
I don't want to say (4) 14 2.5 
Social security type 
General health insurance 16 2.9 
Private insurance 22 3.9 
Social security institution 486 86.6 
I Have No Social Security 37 6.6 
Health status 
Bad 13 2.3 
Good 415 74.0 
I do not know 120 21.4 
I do not want to say 13 2.3 
Presence of chronic disease 
Yes 144 25.7 
No 417 74.3 
Profession 
Civil servant 137 24.4 
Housewife 76 13.5 
Retired 41 7.3 
Student 101 18.0 
Your own business 28 5.0 
Public worker 50 8.9 
Paid employee 128 22.8 
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Table 2 shows, It was determined that 55.8% of participants had medical personnel with 
whom they went regularly, 34.9% had a physician with whom they went regularly, 65.8% received 
respect and attention from their physician, 65.4% devoted enough time to themselves, and 64.3% 
included themselves in the decisions about treatment of the physician. 77.7% of the participants 
were satisfied with the health service, 36.4% had health problems in the last 1 year, 66.7% had been 
prescribed to them in the last 1 year and 70.4% had no physician preferences. 
 
Table 2.  Characteristics of participants ' use of health services (n = 561) 
Variables Group n % 
Are there any health personnel 
that go regularly? 
 
Yes 313 55.8 
No 243 43.3 
I do not want to say 5 0.9 
Is there a physician you go to 
regularly? 
 
Yes 196 34.9 
No 352 62.7 
I do not want to say 13 2.3 
Does the physician show 
sufficient respect and 
attention? 
 
He showed respect and attention 369 65.8 
Did not show respect and attention 21 3.7 
I don't have a physician regularly 165 29.4 
I do not want to say 6 1.1 
Does the physician spare 
enough time? 
 
Took enough time 367 65.4 
Didn't take enough time 128 22.8 
I do not want to say 44 7.8 
Ambivalent 22 3.9 
Does the physician include 
you in decisions about 
treatment? 
 
İnclude 361 64.3 
Don’t include 113 20.1 
I do not want to say 19 3.4 
Ambivalent 68 12.1 
Are you satisfied with the 
health service you received? 
 
Satisfied (1) 436 77.7 
Don’t satisfied (2) 90 16.0 
Ambivalent (3) 14 2.5 
I do not want to say (4) 21 3.7 
Have you been postponed in 
the last one year despite 
having a health problem? 
 
Postponed 319 56.9 
Don’t postponed 204 36.4 
I do not know 32 5.7 
I do not want to say 6 1.1 
Have you had a prescription in 
the last one year? 
 
I did not have a prescription 153 27.3 
I got a prescription 374 66.7 
I do not know 31 5.5 
I do not want to say 3 0.5 
Physician preferences 
No preference 395 70.4 
Female 10 1.8 
Male 30 5.3 
Prefer expertise 126 22.5 
 
Table 3 shows it is determined that 77.7% of the participants were subjected to ill-treatment 
when physical harm or maltreatment while receiving healthcare services is examined. 45.5% of 
those who were maltreated or physically harmed stated that physicians were among the 
occupational group maltreated. 15% of the time the maltreatment occurred was within the last 1-3 
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Table 3. Physical harm or maltreatment in healthcare (n = 179) 
Variables Group n % 
Damage type * 
 
Physical harm 29 13.2 
Abuse 171 77.7 
Other 20 9.1 
Physical harm or abuse 
employee * 
 
Physician 148 45.5 
Nurse 63 19.4 
Consultation steering staff 53 16.3 
Security 8 2.5 
Other Staff 53 16.3 
Time of physical harm or abuse 
 
Less than 1 year 66 11.8 
1-3 years 84 15.0 
4-7 years 33 5.9 
Between 8-10 years 16 2.9 
11 years and above 21 3.7 
Physical harm or abuse making 
the person uncomfortable 
 
Never bothered 7 3.2 
A little bothered 47 21.4 
Bothered too much 166 75.5 
Status of making a complaint 
I complained 79 35.9 
I did not complain 141 64.1 
* More than one option has been used. 
 
In our study, the mean, standard deviation and Cronbach alpha value of the participants' 
overall score and sub-dimensions of the Medical Mistrust Scale (MMS), Physician Trust Scale 
(PTS), and Generalized Trust Inventory Infrastructure Scale (GTIS) are shown in Table 4. 
 
Table 4. Mean and standard deviation values of variables 
Dimensions Mean Std. Deviation 
Cr.’s 
Alpha 
Distrust in the health institution 9.84 2.12 0.73 
Distrust in healthcare professionals 9.23 1.94 0.73 
MMS Total  19.07 3.66 0.82 
Mistrustfulness 15.30 3.94 0.77 
İntolerance 4.43 1.42 0.63 
Submissive 8.76 2.16 0.66 
GTIS Total 28.49 5.45 0.74 
PTS Total  24.73 4.39 0.88  
 
 
Normal Distribution Test 
According to George, D. & Mallery, M. (2010), if the Skewness and Kurtosis values are 
between + 2.0-2.0, the data is normally distributed (47). It was determined that MMS, PTS, GTIS 
and its factors were normally distributed as seen in Table 5. Accordingly, one-way analysis of 
variance and Pearson correlation analysis test statistics, which are among the parametric test 







Sengul, H., & Bulut, A. (2020). Determination of the relationship between physician trust, medical mistrust, and self-




Table 5. Normal Distribution 
MMS Total  
Skewness 0.29 
Kurtosis 1.38 
Distrust in the health institution 
Skewness 0.16 
Kurtosis 0.45 




















In our study, Pearson's correlation coefficients were calculated to examine the relationship 
between the participants' MMS, PTS and GTIS and their sub-factor scores. As a result of the 
Pearson correlation analysis, a statistically significant positive and negative relationship was found 
between the scores at the level of p <0.05 and p <0.001 (Table 6). 
According to these results, there is a moderately negative correlation between physician 
trust and medical distrust (r = -0.64; and p <0.001). There is a low-level negative correlation 
between self-confidence and physician trust (r = -0.13; and p <0.05). 
 
Table 6. Correlation analysis 











PTS Total -0.64**       
GTIS Total 0.10* -0.13*      
Distrust in the health 
institution 
0.91** -0.56** 0.13*     
Distrust in healthcare 
professionals 
0.89** -0.60** 0.05 0.62**    
Mistrustfulness 0.08 -0.06 0.87** 0.15** -0.02   
İntolerance 0.09* -0.18** 0.34** 0.02 0.14** 0.02  
Submissive 0.06 -0.10* 0.71** 0.040* 0.08 0.37** 0.17** 
* p<0.05, ** p<0.001   
In our study, the comparison of the participants, MMS, PTS, and GTIS levels according to 
the health service satisfaction groups was analyzed with one-way variance test statistics and the 
results are shown in Table 7. In our study, the difference between the groups and within the groups 
was found to be statistically significant according to the variable of satisfaction with health service 
in the total scores of MMS, PTS, and GTIS (p <0.05; p <0.001). When the group in which the 
difference originated from MMS, the total scores of those who were not satisfied with the health 
service were found to be higher than the total scores of satisfied and undecided. It is seen that the 
eta squared (η2) value calculated for the MMS total score according to the satisfaction of the 
participants with the health service is medium (η2: 0.101). When the group originated from the 
difference for the PTS, the total scores of those who were satisfied with the health service were 
higher than the total scores of those who did not want to tell, the total scores of the undecided, the 
total scores of the dissatisfied, and the total scores of those who did not want to say, than the total 
scores of the dissatisfied. It is seen that the eta squared (η2) value calculated for the total PTS score 
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according to the satisfaction of the participants with the health service is high (η2: 0.222). For 
GTIS, when the group originating from the difference was analyzed, the total scores of those who 
were satisfied with the health service were higher than the total scores of those who were not 
satisfied. It is seen that the eta squared (η2) value calculated for the GTIS total score according to 
the satisfaction of the participants with the health service is low (η2: 0.101). 
 
Table 7. ANOVA table according to the groups of participants' satisfaction levels from health 
services (n = 561) 
 Sum of squares df Mean Square F p η2 Difference 
MMS Total 







In-group 6743.878 557 12.108 
Total 7501.148 560  
PTS Total 
Between groups 2400.301 3 800.100 





In-group 8394.972 557 15.072 
Total 10795.273 560  
GTIS Total 
Between groups 235.708 3 78.569 
2.670 0.047* 0.014 2>1 In-group 16392.520 557 29.430 
Total 16628.228 560  
*p<0.05 Difference=Satisfied (1), Don’t satisfied (2), Ambivalent (3), I do not want to say (4) 
 
In our study, the comparison of the participants' TDS, DAS and VAS levels according to 
the health institution groups applied was analyzed with one-way variance test statistics and the 
results are shown in Table 8. In our study, the difference between the groups and within the groups 
was not found to be statistically significant according to the health institution variable of the 
participants' total scores of DAS and VAS (p> 0.05). In our study, the difference between the 
groups and within the groups was found to be statistically significant in terms of the total scores 
of TGÖ, according to the health institution variable applied (p = 0.033; p <0.05). When the group 
originated from the TDS, the difference between the groups was found to be higher than the total 
scores of those who applied to private hospitals. It is seen that the eta squared (η2) value calculated 
for the total score of TGÖ is small (η2: 0.016) according to the health institution applied. 
 
Table 8. ANOVA table of the participant groups according to the type of health institution 
applied (n = 561)  
 Sum of squares df Mean Square F p η2 Difference 
MMS Total  





0.016 2>1 In-group 7384.408 557 13.257 
Total 7501.148 560  
PTS Total 
 





-  In-group 10780.819 557 19.355 
Total 10795.273 560  
GTIS Total Between groups 18.092 3 6.031 
.202 0.895 -  In-group 16610.136 557 29.821 
Total 16628.228 560  
*p<0,05 Difference=State hospital (1), Private hospital (2) 
 
4. Discussion and Conclusion 
The concept of trust has multiple dimensions and is situationally variable. Therefore, despite 
the conceptualization of the patient's trust in the system and the physician, empirical observations 
have rarely offered confirmation on this issue. 
In this research, situational factors; patient characteristics(characteristics of health services 
utilization, regularly navigated the medical staff and the physician status, presence of chronic disease), 
the characteristics of the health system( health condition, satisfaction from the service), physicians 
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and other healthcare professionals to bound states (the respect and attention from the physician, 
seeing the physician enough time to the allocation status of the patient, the physician involving 
patients in decisions about the treatment status and the situation of physical harm or abuse in health 
services), we saw it as an opportunity to develop inadequate theorizing and assertions by generalizing 
previous empirical findings on how patients shaped their trust in a physician or distrust of the system. 
In doing this study, we also focused on previous recommendations (7,19).  
In our study, it was determined that the average number of applications to a health 
institution in the last year of participants was 5.07, and the average number of days of hospitalization 
in hospitalists was 3.52 days. In the yearbook of Health Statistics of the Ministry of Health, in 2018, 
hospitals published the number of applications as 6.1 and the average day of stay of inpatient patients 
as 4.1 (49). 
 It was determined that 55.8% of participants had medical personnel with whom they went 
regularly, 34.9% had a physician with whom they went regularly, 65.8% received respect and attention 
from their physician, 65.4% devoted enough time to themselves, and 64.3% included themselves in 
the decisions about treatment of the physician. 77.7% of respondents were satisfied with health care. 
Uğur and Tirmik examined the statistics made by the Turkish Statistical Institute between 2003 and 
2016 and found that the overall level of satisfaction with health services was 3.59 out of 5 points in 
their study, which had a sample number of 205.060 people. This rate shows that most people's 
satisfaction with health care is slightly above the average (50). This rate is close to the rate we found 
in our study, but it can be said that satisfaction is slightly increased. 
The Health Transformation Program implemented in Turkey also affected the relations 
between the physician and the patient and changed the patient profile. Both quick and easy access to 
information and the impact of practices such as Patient Rights, patients want accurate, 
understandable, comprehensive and reliable information to be given to them. Anxiety, fear and 
uncertainty caused by the disease can only be eliminated by the patient's unconditional trust in the 
physician. The formation of trust in the physician will minimize the stress and negative attitudes that 
occur due to the stress experienced by the patient. The resulting confidence will also affect the 
patient's adaptation process to treatment, and the patient will not experience tides between options 
such as treatment options, alternative medicine practices (51). This, in turn, will lead to increased 
confidence in the health system in general. As a matter of fact, in our study, there was a moderate 
negative relationship between physician trust and medical distrust.  
There are many disciplines that work on the concept of trust. Trust is the foundation of 
social order in a society. In order to understand what, how, and why people trust, and how this trust 
affects social relationships, psychologists, sociologists, anthropologists, and academics working in 
organizational behavior have conducted many studies. Research has shown that trust is an important 
part of a healthy personality, as well as an important component in relationships with social 
institutions (52). In parallel, our study also showed that there is a low-level positive relationship 
between individual self-confidence and medical mistrust. In other words, medical mistrust increases 
as an individual's level of mistrust increases. In addition, there is a low-level negative relationship 
between an individual's self-confidence and trust in the physician. In other words, as self-confidence 
increases, confidence in the physician also decreases. Causes of medical mistrust include 
dissatisfaction with the health service. According to the results of our study, the total scores of those 
who were dissatisfied with health care were higher than the total scores of those who were satisfied 
and unstable. The same applies to trust in the physician.  
Private hospitals, University Hospitals and public hospitals have entered a race in the 
provision of health services with the Health Transformation Program. This race continues to ensure 
patient loyalty as well as providing better quality health care (53). Thus, patients ' options have 
increased while receiving health care. In the results of our study, it is seen that a third of the 
participants prefer private hospitals. When we looked at the levels of medical mistrust relative to the 
preferred hospital, it was found that the levels of medical mistrust of patients going to private 
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hospitals exceeded the levels of medical mistrust of patients going to public hospitals. This condition 
is commonly associated with distrust of private health institutions in society. Social media and the 
press have a large share of negative news in the emergence of this distrust in society (53). 
A sense of trust is of great importance to professional professions. Failure to establish trust, 
especially in an industry where information asymmetry is too high, such as the health sector, also 
poses important problems for both employees and society.  In a health system that you do not trust, 
many situations, such as applying for health care, adapting to the given or recommended treatments-
accepting, respecting the health worker, will also not work as they should. Because this condition will 
also disrupt treatment processes, it actually creates a dangerous situation from the point of view of 
Public Health. Patients will not ask for medical care and treatment until they reach an institution they 
trust or a physician they can trust, they will face conditions such as chronic disease or increased 
severity. Indeed, it is not possible to establish and maintain a patient-physician, patient - health 
institution relationship without trust. Ensuring or establishing this is also among the requirements of 
medical ethics. In our study, confidence/distrust of society in the system and physician in general 
was analyzed. More detailed studies on practices to increase this confidence and measures to reduce 
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